Introduction
Much has been said in recent years about the function of psychiatric hospitals (Clark 1956 ). I do not propose to repeat what has been extensively discussed by Main (1946) , Maxwell Jones (1952) , Clark (1964) and others (Wing 1962 , Wing & Brown 1961 ), but will consider some aspects of the contemporary scene in such hospitals and how their work is done. Most of them cater for a variety of patient groups, having very different characteristics: some needing intensive treatment for short periods of time, others requiring prolonged care or rehabilitation before resettlement can be achieved. In many, professionals differ greatly in their approach. All these factors influence the choice of therapeutic measures, and the attitudes of staff, medical and nonmedical.
The system of individual medicine, which was dominant in the nineteenth century, has gradually been supplanted by social medicine as the new system of the twentieth century. Generally speaking, in individual medicine treatment proceeds within the relationship between the individual patient and the individual physician. whereas, in social medicine the concept of treatment is broadened, and also includes all available social resources which can be beneficial for the maintenance of an individual's health or adjustment in society (Terris 1964) . This development implies that the doctor ceases to be the only therapist and responsibility is shared with a team of other nonmedical workers, the social worker, the health visitor and the nurse, who have become important members of the treatment team. As social medicine mobilizes all social resources, it is bound to include epidemiology and the planning and organization of services generally.
The transition from individual to social medicine is not a straightforward progression; the two systems often remain intermingled in varying proportions. This situation has a number of consequences, not only on the practice of individual physicians, but also on the structure and organization of services generally. Similar developments have occurred in psychiatry.
The Different Ideologies in Psychiatry
A study has recently been reported from Chicago, by Strauss et al. (1964) , dividing psychiatrists into the somatotherapists, individual psychotherapists and sociotherapists. This research showed, as perhaps one would expect, that psychiatrists with different ideologies differ greatly in their value systems, their attitudes towards their own work, the importance they attach to other nonmedical staff, their therapeutic resources, and to the social environment generally. Depending on those circumstances, the psychiatrist tends to see the symptom or problem he can handle, and dismisses others. This situation also influences the referrals he attracts at outpatients, or the patient distribution to his wards or units in hospital. In this country, these different ideologies probably rarely exist, in such pure form, and commonly coalesce into one another in various degrees. Though certain attitudes may remain influenced by the original orientation, a comprehensive approach is widely accepted. It is worth while to consider this situation more closely, so that the function and behaviour of psychiatric hospitals, mental health services generally, and their administration, can be better understood.
Though it is, of course, theoretically possible for a hospital to be run by staff holding rather similar views, this is generally the exception, and is practicable only in small, more specialized units. In larger organizations, like the psychiatric hospital and, of course, the mental health services generally, this is not only not practicable, but also not even desirable. If we would strive for this, we would only reintroduce 'blanket prescriptions' for all patients, which would not meet their differing needs, and no one would wish the total institution of the past to return in some modern disguise.
The traditional psychiatric hospital of the past had, on the whole, more or less uniform staff attitudes, and the rigid hierarchical or line structure of the medical, nursing and administrative staffs ensured a custodial orientation.
We have never before had so many different varieties of psychiatrists and other staff working in mental hospitals as we have today. Strauss et al. (1964) therefore put forward the proposition that the hospital and its organization may be looked upon as an 'arena', where ideologies are put into operation, classified, modified and transformed.
The characteristics of the ideology held profoundly influence not only what is done to and for the patient, but also the division of labour between medical and nonmedical staff. If the somatotherapeutic orientation predominates, the doctor may, apart from his individual treatment, leave his patients to be cared for by nursing staff, looking upon them more as an administrative necessity and less as a therapeutic resource. Similarly, other nonmedical workers such as psychiatric social workers may be employed more for the practical work of looking after jobs, money or lodgings than in the study of interpersonal relations. In many respects, this approach is related to the concept of individual medicine in the nineteenth century.
The area which the psychiatrist with somatic orientation prefers is acute psychiatry in shortterm intensive treatment units. If the emphasis of the treatment is the removal of symptomatology due to disease he may have difficulty, after treatment has been given a reasonable chance, in accepting the persistence of symptomatology as primary disability. He is often glad to leave this matter to a psychiatrist with a different orientation. If he is influenced by the ideologies of sociotherapy he may, in the hospital setting, hold staff or ward meetings, but would tend to restrict communications; in overall planning his choice of social factors is likely to be selective.
The individual psychotherapist, though considering his own treatment the most important element, is concerned to create an environment which is therapeutic to the patient, and therefore becomes involved in negotiation with the staff. This negotiation generally does not lead to a true division of labour (Strauss et al. 1964) or the use of group methods. On the whole, the nurse carries out the doctor's orders. For the same reasons, the patient's family may not become involved, which may be helpful in certain cases, but adds to the problems in others. Both the somatotherapist and the individual psychotherapist often have difficulty with delegating responsibility to other members of the team. If these others are qualified professional people, they may feel that they cannot play their full part in the team.
As an area of work, the individual psychotherapist, like the somatotherapist, tends to be more attached to acute psychiatry and intensive treatment situations in an inpatient or outpatient setting, perhaps even to a more selected group of patients. In overall planning his interest may be particularly focused on primary prevention concerned with interpersonal problems.
The sociotherapist acknowledges the impdrtance of the whole social environment and its special circumstances in each individual patient. Apart from individual interviews, he is concerned in assisting patients to cope with their own interpersonal relationships inside the hospital, with the help of small group meetings, ward meetings and the sharing and assisting at policy decisions. He also wants to be actively involved in creating situations which may be helpful to the patient, not only in regard to interpersonal relationships, but also in establishing stimulating experiences regarding work and living generally, which in turn profoundly affect communications.
A somatotherapist may accept only some aspects of sociotherapy and therefore can remain more inclined to control behaviour with the help of drugs and physical methods than by the use of group techniques. He may also have greater difficulty in delegating responsibility to nonmedical members of the staff. Sociotherapy should be practised with a thorough knowledge of pharmacotherapy and group techniques, however; only then can an optimal number of patients benefit fully from the relevant areas of the system of graded stress.
The sociotherapist who has originated from individual or group psychotherapy may prefer to operate in the area of interpersonal relations only in certain therapeutic community approaches, where the institution's total resources are seen as contributions made by staff and patients (Jones 1952 (Jones , 1962 . Such a philosophy often tends to overlook the fact that more communication, important as it is, can also create additional problems by bringing out real differences which may be difficult, if not impossible, to alter (Etzioni 1961) . Some therapeutic community approaches (Caudill 1958) do not sufficiently recognize that a hospital is profoundly influenced by society outside hospital, and by policies and decisions of higher authorities, such as the Ministry of Health, Regional Board and Management Committee, as well as by public opinion.
Section ofPsychiatry
The sociotherapist needs to consider the whole spectrum of the social environment, the tasks and activities a patient may engage in, the human relationships he is involved in, and the kind of setting in which he lives, his work and how he spends his leisure time. Cumming & Cumming (1956) , Barton (1959), Jones (1962) , Clark (1964) and many others have supplied many suggestions as to how to develop a therapeutic environment. Some people are inclined to see the sociotherapeutic approach as a collective soulless machinery, in which patients lose their identity. To this, one could reply that an individual's unique performance can only be fully recognized in its specific relationships to others, and that it cannot be accurately assessed by one person alone. For an accurate and comprehensive assessment the independent contributions of the nurse, the occupational therapist, the work supervisor and others are essential, and this is one of the examples of how the development from individual to social medicine has made it possible to understand an individual patient's problems and clinical condition, in relation to the whole social context and its resources for help.
The sociotherapist, whose interest involves the whole environment, can only operate effectively if a team covering different aspects is available, and where responsibility is delegated to members of this team. It is essential that various areas of life are handled independently by different experts, the work area by occupational therapists or work supervisors, the interpersonal and homemaking area by nurses, in spite of the fact that the boundaries between these areas cannot be drawn sharply. A broad separation is, however, particularly important in order to prevent the detrimental effects of the total institution with its characteristic punitive systems (Goffman 1958).
Structure ofthe Contemporary Psychiatric Hospital
The modern psychiatric hospital resembles in many ways other large organizations where the hierarchical structure is being supplemented or supplanted by partnerships between experts or professionals. Their ambition is not limited to climbing the organizational ladder, or to taking and giving orders, but to achievement in a specialized area.
Such organizations therefore provide a forum where professionals with differing backgrounds and ideologies meet. Similar ideas have been put forward about the function and administration of a metropolis, about government departments, and for community care services (Strauss et al. 1964) . The activities of such inter-acting professionals or groups are governed by a continued challenge and rethinking of the basis of their work (Merton 1957) . The status of a professional in the formal organization, as in the hospital service the physician superintendent, the principal nursing officer and secretary, with a well developed negotiating machinery, mainly influences who negotiates with whom, and not so much the content, which is determined by the group (Etzioni 1960) , i.e. medical advisory, nursing advisory and other meetings and committees.
Concepts of formal and informal organization, as relatively set systems of norms and expectations, are inadequate to explain the hospital's activities. The structure of a psychiatric hospital at any period in time is rather the sum total of all rules, agreements and understandings of whatever kind, arrived at by negotiation between professionals (psychiatrists, psychiatric social workers, nurses, occupational therapists, business administrators, &c.) working in partnership. Whatever one agrees to call structure, the vital feature must be the active negotiation and bargaining, because not only is the administrative and much of the other work of the hospital done in this way, but through it, staff and. organization are, in turn, prepared for change and are changed. The same principles apply to other administrative processes in a modern society.
The existence of differing and mixed ideologies in one hospital may also create a number of problems; one of them is that too much anxiety can be generated, or that nursing, medical and other staff may have greater difficulties in orientating themselves in such a situation.
Administration
The actions needed to achieve our goals regarding the development of mental health services generally require certain administrative measures. Lemkau (1963) said recently: 'The challenge to administration is to fill the gaps between the need for money and the need for services, with a workable administrative structure.' Doubt is expressed from time to time as to whether our present tripartite administrative structure, the hospital specialist service, the executive councils and the local authority services, really serve this purpose best.
One of the important functions of administration is not only a thorough knowledge of existing problems, but also 'a knowledge of how to approach problems' (Ewalt 1963) . Bravos (1965) has recently said that the organization must learn how to capture the professional's contribution while, at the same time, providing the freedom his work demands, and Henry (1954) has reminded us that 'failure of a member to function adequately in an organization ought not to be too readily diagnosed as a symptom of some deep-going psychopathology'. The administrator may rather ask himself first whether the poor functioning may not be due to some underlying defect in the organizational structure. We know, however, that a certain amount of stress and tension is desirable for productive and positive activity (Hower & Orth 1963) .
We have also learnt from Bales (1950) , that a group generally selects two types of leader. The one, whom he called instrumental, has fertile ideas that might help to reach certain objectives, and the other, whom he callsthe expressive leader, is not so much concerned with finding new solutions but with keeping everybody happy.
Professional groups held together by certain common aims are likely to demand an instrumental leader. He does not necessarily occupy the highest place in the hierarchy. Such a man tends to tread on the corns of other members and even in the best adjusted group there tends to be a second expressive leader. It does, and perhaps must, happen that instrumental groups have expressive phases, but if such phases become prolonged, progress may be delayed. If the instrumental leader, like the physician superintendent, is at the head of a system he becomes also 'the focus of everyone's unresolved oedipal fantasies', and 'will find himself credited with magical prescience, or malignant tyranny, however ordinary his actions' (Clark 1964 ) and however benign he may, in fact, be.
The partnership of professionals is surely the best contemporary pattern available. In their day-to-day work different approaches meet and by negotiation arrive at a clarification of their goals and day-to-day practices by working out agreements. This pattern applies to many organizations, government departments, business organizations, as well as to the health and mental health services. Perhaps something needs to be done, however, to make this a broader and at the same time faster process.
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